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ABSTRACT 
 
This study aimed at identifying the socio-demographic and service related factors 
influencing intra uterine contraceptive device (IUD) utilization among family planning clients 
in Addis Ababa. With a quantitative, cross sectional descriptive design approach, data was 
collected using structured questionnaires administered by healthcare supervisors. A total of 
366 family planning clients and 35 family planning service providers were interviewed. The 
findings indicated that the level of education, occupation, parity and fertility plan have 
significant (p<0.05) association with utilization of IUD. Healthcare service provider’s 
knowledge and skills for provision of intra uterine contraceptive device services were low. 
Community members lack awareness and knowledge of the benefit and side effects of the 
device. Therefore, community members need education to promote adherence and 
effective use of IUD. Similarly, healthcare service providers need skill training and 
education to ensure quality provision of IUD service. 
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Adherence and effective use, family planning clients, healthcare service providers, intra 
uterine contraceptive device, reproductive history, socio-demographic factors. 
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CHAPTER 1: ORIENTATION TO THE STUDY 
 
 
 
1.1 INTRODUCTION 
 
 
 
According to Speidel, Harper and Shields (2008:197), the prevalence of unintended 
pregnancy is closely related to the choice of contraceptive method. Clients who rely on 
short term contraceptives, such as pills, injectables and male condom tend to have high 
failure and discontinuation rates of contraceptive uptake. In contrast, clients who use long 
acting reversible contraception (LARC) including intra uterine contraceptive devices are 
less likely to experience unintended pregnancy and more likely to continue with their use 
(Speidel et al 2008:197). For example, copper-T 380A intra uterine contraceptive device 
(IUD) is a safe, highly effective form of long-acting, reversible contraception that can 
provide pregnancy protection for up to 10 years (Gutin, Mlobeli, Moss, Buga and Morroni, 
2010:145). According to Jacobstien (2007:362), most women, regardless of their health 
background, parity and age can safely use IUD. For example, young women who have 
not had children and those living with human immunodeficiency virus (HIV) can use IUD 
without any difficulty (Jacobstien 2007:362). However, it is critical to mention that IUD use 
is influenced by many factors including the skills, knowledge and attitude of service 
providers’ and client’s knowledge and attitude about the method and its acceptability 
(Crosignani 2008:197-208). It is therefore important for long acting contraceptives, such as 
IUD to be made accessible to family planning clients together with enough information 
about its use. 
 
Repeated debates have been held on the effect of consistent supply of contraceptive 
commodities and medical supplies, including the presence of adequate private rooms and 
availability of supporting policy and information on utilization of IUD (Crosignani 2008:197- 
208). Although this is the case, it is now evident that limited information and training do 
have a negative impact on IUD utilization. Araujo, Barbieri, Guazzelli and Lindsey 
(2008:474) agreed with this and reiterated that inadequate public information about IUD 
use and lack of adequate pre-service and in-service training for health service providers 
have decreased the popularity of IUD uptake at community level in societies in Addis 
Ababa. Despite this, there are no studies to date that have explored t h e  utilization of 
IUD in Addis Ababa. Hence, this study explored t h e  socio-demographic f a c t o r s  of 
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family planning clients’ and service delivery factors (service provider’s knowledge and skill, 
availability of commodities and appropriate service set up) that may influence the utilization 
of IUD in Addis Ababa. Discussions of these factors ensuing from the study are included 
in the following sections of this dissertation: 
 
 
 
1.2 BACKGROUND TO THE RESEARCH PROBLEM 
 
 
 
A detailed cursory glance at the literature revealed a global picture of IUD use. As stated 
by Speidel et al (2008:197), IUD is used worldwide by 14% of women who are married, a 
figure the authors claimed equates to about 150 million women with more than half of the 
population in China. It is noted that the percentage of women using IUD is 7% in Latin 
America, 6% in Asia (excluding China) and 1% in Africa and the low rate of IUD usage 
observed was attributed to a number of factors (Speidel et al 2008:197). One of these 
factors relates to pelvic inflammatory diseases (PID). Pelvic inflammatory disease has 
been described as a major barrier to IUD usage among women in the Southern region of 
Africa (Jacobstien 2007:363). It contributed to the low usage of IUD among women in 
Southern Africa with rates as low as 0.6 and 1.6 cases per 1000 women observed 
(Jacobstien 2007:363). Gutin et al (2010:145) even put forward an alarming figure. They 
claimed that in Sub Saharan Africa, the level of IUD use is the lowest in the world, with 
only 1% of women using the same. 
 
Taking a closer look at the Ethiopia context, a demographic health survey (EDHS 2011:9) 
revealed that 97% of women and 98% of men were aware of at least one modern method 
of contraception. However, only 29% of married women were using modern family planning 
methods, which include the use of IUD (EDHS 2011:9). To be more specific, of the modern 
family planning methods utilized by the 29% of women, the survey indicated that 21%, 
3%, 2% and 1% of methods used were injectables, implants, IUD and pills, respectively 
(EDHS 2011:9). It is critical to state at this stage that long acting reversible 
contraceptives, especially IUD is preferred by clients with plans or intentions to space and 
limit children bearing (Espeut, Renju and Wubshet 2010:9). On the other hand, most clients 
who do not intend to carry on bearing children generally opt for short acting methods 
(Espeut et al 2010:12). Despite these preferences described, it is important to highlight that 
clients in Ethiopia do not only lack information about long acting methods, but they also 
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have negative perceptions about these approaches, such as they are not effective. For 
example, only 15% of all Ethiopian women and only 4% of couples were aware of the intra 
uterine device (Ethiopian MOH IUD scale up initiative:2). Taking these reports into account, 
it is not surprising to note the low usage of long acting contraceptives, such as IUD among 
Ethiopian women. Nationally, only 2% of modern family planning users use IUD in Ethiopia 
(EDHS 2011:9). Added to this, there is a significant difference in this usage between 
urban and rural communities of the country (EDHS 2011:9). For example, in Addis  
Ababa, 56.3% of currently married women use modern family planning approaches from 
which 35.8% are injectables, 2.6% IUD, 2.8% implant and 2% condom and less than 
10.9% are pills (EDHS 2011:120). These figures are significantly less for rural 
communities.  Despite this, there are currently no studies in Ethiopia that have explored 
factors influencing the utilization of IUD. 
 
 
1.3  RESEARCH PROBLEM 
 
 
Generally, in Ethiopia many women who visit health facilities for family planning usually 
choose short acting methods (Espeut et al 2010:9). This is probably because of limited 
knowledge of the other categories of family planning methods like long acting 
contraceptives. Even though this is the case, such understanding tends to vary from 
community to community. For instance, communities in Addis Ababa have more 
understanding of family planning approaches than those in rural areas. It is persistently 
reiterated in the literature that awareness of long acting family planning methods, including 
IUD in Addis Ababa is 77% (Espeut et al 2010:11). Despite this awareness and better 
access to family planning services, only 2.6% of family planning clients use IUD in Addis 
Ababa (EDHS 2011:9). Reasons for this poor uptake are poorly understood. As a result, it 
is difficult to improve family planning services in Ethiopia and particularly in the study area , 
Addis Ababa. Apparently, this is the case. Hence, this study explored factors that may 
contribute to family planning services usage, with a clear focus on IUD. 
 
1.4 AIM OF THE STUDY 
 
1.4.1 Research purpose 
 
The purpose of this study was to explore the socio-demographic factors and service 
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related factors that determine the utilization of IUD among family planning users in Addis 
Ababa. 
 
1.4.2 Research objectives 
 
 
 
1. To determine the IUD utilization rate in Addis Ababa. 
 
 
2. To identify the service related factors related to utilization of IUD. 
 
 
3. To assess the importance of socio-demographic and service related factors 
associated with IUD utilization in Addis Ababa. 
 
4. To make recommendations to improve the IUD utilization rate in Addis 
Ababa.  
 
 
1.5 SIGNIFICANCE OF THE STUDY 
 
 
 
The study identified factors that may influence the utilization of IUD among family planning 
users in Addis Ababa. Added to this, the study also identified the gaps in service providers` 
knowledge, skills, attitude towards effective provision of IUD services. The researcher used 
the outcomes of the study to offer recommendations to improve the existing national policy 
and programmes for IUD usage. The rationale for offering such recommendations is to 
enhance the use of long acting reversible contraceptives, particularly IUD as research 
evidence clearly indicates that it is a safe and effective approach for preventing unwanted 
pregnancies. This study will contribute to the national scale up initiative for long acting 
reversible contraceptives, particularly IUD, as it has identified factors that influence the 
utilization of this device. 
 
1.6 DEFINATIONS OF TERMS 
 
Intra Uterine Device: a small plastic or metal object placed in a woman’s uterus for 
 
contraceptive purposes (Family planning 2011:39) 
 
 
 
Family planning users: women who use one of the modern types of contraceptives, for 
example, women who use oral contraceptive pill or injectables (Sonfield 2007:15) 
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Modern family planning: are contraceptive methods that include all forms of 
contraceptives, which include both artificial methods (oral contraceptive pill, injectables, 
implants, IUD and surgical contraception) and natural methods, such as breast feeding and 
calendar approaches (Family planning 2011:130). 
 
Reversible contraceptives are contraceptives which enable the mother to be fertile after 
ceasing using the same. Examples of these include oral contraceptive pill, injectables, 
implants and IUD (Family planning 2011:43). 
 
Short acting contraceptives are contraceptives which are used for relatively shorter time 
(a month for oral pills and three months for injectables) when compared with long term 
methods (Implant and IUD) which are used for 5 years and 10-12 years respectively 
(Family planning 2011:41). 
 
Long acting contraceptive methods are methods which are used for a relatively longer 
time or period, 3-5 years for implants and up to 12 years for IUD (Jacobstein 2007:363). 
 
 
 
1.7 RESEARCH DESIGN AND METHOD 
 
 
 
Descriptive cross sectional study is a non-experimental observational study which allows 
researchers to collect information about the status of an individual with respect to the 
presence or absence of the subjects of interest, which in this case relates to IUD utilization 
or exposure to the same at given times (Joubert and Ehrlich 2007:85). Facility based 
descriptive cross sectional study was conducted using quantitative methods. In a cross 
sectional study, the researcher usually selects the sample without reference to exposure or 
disease and often the sample is drawn at random from a defined population (Joubert and 
Ehrlich 2007:85). It also enables researchers to measure attributes and examine 
association between attributes. A cross sectional design was chosen for this study because 
it is useful to describe variables and their relationships. The socio-demographic data was 
collected from respondents (target population), which in this case relate to family planning 
users in selected health centres in Addis Ababa. The data on service providers training, 
knowledge and skill, availability of commodities and medical supplies and other service 
factors were also collected. 
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This study design enabled the researcher to collect demographic data and data on fertility 
preference from planning clients. Added to this, the design enabled the researcher to 
gather data on clients’ knowledge and attitude towards IUD, service providers and other 
service related factors, such as availability of contraceptive commodities and supplies. 
 
 
1.7.1 Study population and sampling 
 
 
1.7.1.1 Population  
 
 
The study population was women of child bearing age, who were economically active (age 
 
20-49) in Addis Ababa who came to the health facilities for family planning service. A total 
of 35 family planning service providers (one from each health centre) from 35 public health 
facilities which provide family planning in the study area were randomly selected and 
included in this study. This random sampling approach was based on the assumption that 
all health centres are similar in socio-demographic factors influencing the purpose of the 
study. Simple random sampling avoided the researcher’s biases in selecting the sample 
(Beck and Polit 2008:345). The list of all family planning clients in each health facility was 
prepared to serve as the basis for allocation of a number to the study respondents. To 
select samples in each facility, proportionate number of sample size was taken in each 
health facility. Exit interview was carried out to collect data from family planning clients who 
visited the health facility for family planning purposes at a point in time. 
 
The method used to collect data was structured. It involved questioning family planning 
clients and family planning service providers. Respondents were briefed before interviews 
about the purpose of the study to enable them to actively participate in providing 
information. As the questionnaire was newly developed, it was pre-tested with a small 
number of study respondents before the execution of actual data collection for the study. 
 
Interview through structured data collection method is suitable for respondents with limited 
literacy and difficulty with reading and writing. The disadvantages are that it is time 
consuming and respondents may be reluctant to answer accurately in the presence of 
interviewers (Joubert and Ehrlich 2007:88). Taking this into account, interviewers read the 
questions to the respondents as they appear on the questionnaire and recorded 
respondents’ responses on the questionnaire. A clearly structured format to conduct the 
interviews was made available to all the interviewers. The interviewers followed this format 
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to prevent them from placing their own interpretations on the questions. Interviewers asked 
questions in a standard way using similar probes for each respondent and audio recorded 
all verbal responses of respondents to increase reliability of information obtained (Joubert 
and Ehrlich 2007:88). 
 
 
1.8 SCOPE OF THE STUDY 
 
 
 
The study was conducted at a public health facility. Only respondents within age groups 
 
20-49 years old were included in the study. The study was conducted only in the capital 
city of Ethiopia, Addis Ababa. The study respondents were family planning clients who visit 
the facility for family planning services. However, the study only focused on public facilities 
and therefore data was only collected from women of age 20-49, who came to the health 
facility for family planning purposes. It is important to mention that family planning service 
providers were conveniently selected or sampled from public health facilities. This sampling 
approach has implications for bias.
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CHAPTER 2: LITERATURE REVIEW 
 
2.1 INTRODUCTION 
 
 
 
Literature review is the process of taking stock of existing knowledge in order to make 
informed choice about policy, practice, research direction and resource allocation (Joubert 
and Ehrlich 2007:85). It is about exploring what has previously been written on a particular 
subject with a critical examination and synthesis of existing reports (Joubert and Ehrlich 
2007:85). Through this review process the outcome will convey to the reader the current 
state of knowledge on a given subject along with the strengths and limitations of the 
underlying research (Joubert and Ehrlich 2007:85). 
 
 
This chapter presents a review of relevant literature on the factors associated with intra 
uterine contraceptive uptake. This is to enrich the new knowledge developed from this 
study with existing one. The scope of this literature review is therefore to critically examine 
what has been written on intra uterine contraceptive device in general and particularly on 
socio- demographic and service related factors associated with Intra uterine contraceptive 
device uptake. 
 
 
 
2.2. INTRA UTERINE CONTRACEPTIVE DEVICE (IUD) 
 
 
2.2.1 IUD types 
 
 
 
Intra uterine contraceptive device (IUD) is the most frequently used reversible family 
planning method. Copper IUD (TCU380A) is the first type of IUD that is claimed to be 
highly effective in preventing pregnancy, with protection lasting up to 12 years (Crosignani 
2008:197). There are different sub-types of Copper IUD and examples of these include 
multiload 375, multiload 250, copper T220 and copper T200 (Crosignani 2008:197). 
 
 
The second type of IUD is Levonorgestrol intra uterine system (LNG_IUS) (Jacobstein 
 
2007:363). This contraceptive releases 20 micrograms of the progestin levenogostrol into 
the uterus daily (Jacobstein 2007:363). It is important to state that the outcomes of a 
number of studies indicated that Levonorgestrel is more effective than the copper IUD 
device in the context of preventing pregnancy (Crosignani 2008:197). Acknowledging this, 
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it is critical to now discus the mechanisms of these devices. 
 
 
2.2.2 Mechanism of action 
 
 
 
The contraceptive effect of IUD is believed to be a function of a sterile inflammatory 
reaction in the endometrial cavity and this inflammatory reaction interferes with sperm 
function, which in turn prevents or at least minimizes the chance of fertilization to occur 
However, IUD also interferes with implantation, but the extent to which this contributes to 
their contraceptive action is unknown (Crosignani 2008:197). 
 
 
Levenogostrel IUD prevents pregnancy mainly via local hormonal effects in the uterine 
cavity. Such hormonal activities do not only result in endometrial growth and thickening of 
cervical mucus, but it also inhibits sperm motility and function (Jacobstein 2007:362). This 
hormonal function of Levenogostrel IUD makes this contraceptive type more effective 
than copper IUD. 
 
 
2.2.3 Contraceptive and medical advantages 
 
 
Intra uterine contraceptive device is one of the safest, most effective and least expensive 
contraceptives available. According to Best and Rivera (2002:385), IUD is a reversible 
contraceptive claimed to be better or more effective for pregnancy prevention than female 
sterilization, injectables and implants because once inserted, it is convenient and 
maintenance free. It is frequently reiterated in the literature that IUD is a preferred post-
partum method, as it facilitates adequate birth spacing and does not interfere with lactation 
(Amy, Gilliam, Melissa, Martins and Weston 2012:401). Another positive opinion about this 
device is that once inserted, it does not require repeated health care visits for contraceptive 
refill, a view also shared by Amy et al (2012:401). The non-medicated or copper IUD has 
no systematic side effects (cramping and pain) and can safely be used by breast feeding 
women. Added to this, a range of studies have indicated that the copper IUD protects 
against endometrial cancer (Best and Rivera 2002:386). The Levonorgestrel releasing 
IUD offers the additional health benefit of substantially reducing menstrual blood loss and 
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pain and providing endometrial protection for women receiving estrogen replacement 
therapy during menopause (Best and Rivera 2002:385). Even though the cost of the device 
and insertion are higher relative to other methods, the overall cost over time is lesser, as it 
is a reversible contraceptive, meaning it can be used repeatedly (Best and Rivera 
2002:386). Another advantage of using IUD worth mentioning relates to the type of 
pregnancy. IUD use in general prevents ectopic pregnancy. It offers women 91% less 
chance of being ectopic relative to women who are not using IUD. If women became 
pregnant while using IUD, its chance of being ectopic is 1 in every 13 to 16 pregnancies 
(Hubacher, Jacobstien, Rivera, Shelton and Salem 2009:3). 
 
 
2.2.4 Worldwide utilization and coverage 
 
 
A cursory glance at the literature revealed varying rates of utilization of IUD from country to 
country. The rates are noted to range from about 2% to 80%, with married or cohabiting 
women of reproductive age in the developed world having higher rates of IUD usage, 
approximately two times more than those in the developing world (Crosignani 2008:198). 
Taking for example the Democratic Republic of Korea, a developed world, an utilisation 
rate of 78% of IUD was noted among contraceptive users (Crosignani 2008:198). In the 
same study, IUD utilisation rates of 63% and 59% were observed in Egypt and Cuba 
respectively. In contrast, IUD prevalence is below 2% among women of reproductive age in 
sub-Saharan Africa and North America, which are developing regions of the world 
(Crosignani 2008:198). Taking into account the prevalence pattern presented, the usage of 
IUD may be related to the socio-economic status of women and the countries where they 
live. In addition, the usage of IUD might also be associated with the degree of awareness 
of the advantages and possible side effects of this device. 
 
 
2.2.5 Side effects 
 
 
Every medical procedure and medication people take has some side effects, which in 
essence relate to unintended outcomes. Similarly, during IUD insertion some women may 
experience some discomfort, such as cramping and pain (Hubacher 2007:10). Such side 
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effects may linger on for several days after IUD insertion, but generally subside within a 
couple of months, say two to three (Hubacher 2007:10). The side effects are the most 
common medical reasons for the removal of IUD (Hubacher 2007:10). Thus, it is 
important that counseling services are made available for women using IUD because of the 
associated side effects. 
 
 
2.2.6 Indications and contraindications 
 
 
Following extensive studies on the effectiveness of IUD, Elizabeth, Sarah and Rudinsky 
(2007:506) offered a broad eligibility criterion for the use of this contraceptive device. They 
highlighted that women of reproductive age who are seeking long term and highly effective 
contraception are eligible for IUD use. Even though the WHO appears to support Elizabeth 
et al (2007:506) eligibility criterion, it warns that healthcare service providers should not 
restrict the use of IUD only to healthy women that are 20 years old or less, parous and 
more than 4 weeks post-partum. This assertion is influenced by the view that the benefits 
of IUD insertion generally outweigh its risk. This is even the case for healthy women who 
are nulli-parous and have past menarche (Elizabeth et al 2007:506). 
 
 
Certainly, IUD would not be suitable for use in all stages of women`s lives. Thus, it is 
critical in this study to highlight some contraindications to the use of this contraceptive 
device. Elizabeth et al (2007:506) in their study wrote about absolute contraindication, 
which in essence refers to those clinical conditions that healthcare service providers should 
never offer advice for, and must protect their family planning clients from, the use of IUD. 
Examples of these clinical conditions include known or suspected pregnancy, puerperal 
sepsis, immediate post septic abortion, unexplained vaginal bleeding, women with cervical 
cancer,  distorted  uterine  cavity,  known  pelvic  tuberculosis,  current  breast  cancer  and 
current pelvic inflammatory diseases (Elizabeth et al 2007:506). 
 
2.2.7  Complication 
 
Apart from the side effects discussed thus far, the use of IUD is also associated with risk of 
clinical complications. Although rare, perforation of the uterus during IUD insertion is one 
of the many possible clinical complications that women may encounter. A detailed 
examination of the literature revealed a clinical picture or incidence of 1.5 perforations per 
1000 IUD insertion (UN 2010). This incidence can be reduced if the skills of healthcare 
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service providers in IUD insertion are improved. Hubacher (2007:10) echo this view by 
noting that the skill and experience of providers are the most important factors for 
minimizing the risk of perforation. In instances where perforations are observed, a logical 
decision that is generally associated with fear of further complications is expulsion or 
removal of IUD. Expulsion of the IUD may result in unintended pregnancy (UN 2010). 
 
 
Pelvic inflammatory disease is another complication for IUD insertion. According to 
Jacobstein (2007:363), the rate of this complication is approximately 1.6 cases per 1000 
women per year. 
 
 
2.2.8 IUD and HIV/AIDS 
 
 
The use of IUD is not known to increase the risk of female acquisition of HIV or to 
speed progress towards AIDS among HIV-positive IUD users (Jacobstein et al 2009:3). A 
study that compares the use of copper bearing IUDs with use of hormonal 
contraceptives among women with HIV by Jacobstein et al (2009:5) noted that IUDs were 
safe and effective for use in HIV-positive women. Even though researchers welcome this 
outcome, the mechanism for ensuring safety was not discussed in the study. 
 
 
2.2.9  Factors influencing IUD utilization 
 
2.2.9.1 Service delivery and policy factors affecting the prevalence of IUD use 
 
 
 
From a practical point of view and as indicated in the literature, IUD uptake is influenced 
by clinicians` perceptions of the benefits of the device. Thus, clinicians who do not perceive 
the device to be beneficial may not offer adequate support and advice for IUD usage. In 
contrast, clinicians who think that IUD is useful and will help clients achieve their aims, for 
example, pregnancy prevention, will promote its usage. However, it is worrying to note that 
clinicians are generally not adequately trained on the utilization of IUD, and therefore do 
not possess the knowledge and skills required to provide adequate counseling and care for 
safe IUD use (Crosignani 2008:198). 
 
 
In addition to knowledge and skills, there are other factors that may influence IUD service 
uptake. The cost of the device and insertion, including its side effects play significant roles 
in family planning clients` uptake of IUD service (Crosignani 2008:198). The general 
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supervisory support, including technical support offered by service providers also plays a 
critical role in motivating the use of IUD services. Deterring factors are sometimes the 
geographical location of IUD services, and ease of access to the same (Crosignani 
2008:198). This means family planning clients that may have great difficulty with accessing 
services may have low IUD uptake. It is important to mention that access may sometimes 
not be the problem, but the availability of the IUD device itself may deter its usage. 
Availability is influenced by licensing agencies and professional regulatory bodies’ 
willingness to provide IUD services to different types of health care personnel. The history 
of a country and international alliances, relationship with industry, demographic policies, 
cultural and religious influences, can create an environment that may be less favourable to 
IUD use (Crosignani 2008:198). In sum, to provide IUD services, facilities need trained 
staff, a private examination area, proper equipment and supplies. The absences of these 
requirements do have a negative impact on the utilization of IUD services (Frontiers in 
Reproductive Health 2008:2). 
 
 
2.2.9.2  Clinical Factors Affecting Utilization of IUD 
 
 
It is well documented in the literature that people`s experiences of health care do generally 
influence their help-seeking behaviour. So, the experience of individuals with IUD use will 
have an effect on their continuation or termination of the use of the device. Apparently this 
seems to be the case in Addis Ababa, as was noted in one clinical practice that several 
family planning clients discontinued the use of IUDs because of pelvic inflammatory 
disease and perforation of the uterus caused during the insertion of the device. Such 
experiences may generate negative attitudes towards this device among women. 
Crosignani (2008:198) echoes this by asserting that women’s attitudes towards IUD are 
shaped by their experiences of the device, knowledge of it and assessment of the relative 
risks and benefits associated with its use. Individuals considering the use of IUD will also 
be influenced not only by their familiarity with contraception and the acceptability of family 
planning in their socio cultural and religious community, but also by their wish to space or 
limit child bearing. In practice, on several occasions clients spoke about myths of 
contraceptive use and some believe that once a device is inserted it can migrate or move 
throughout their bodies. Examples of these myths are today reported in the literature and 
they may prevent family planning clients from commencing the use of IUD as well lead to 
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discontinuation by those already using it (Best and Rivera 2002: 24). 
 
 
2.2.9.3 Acceptability 
 
 
The acceptability of a contraceptive method is usually inferred from its uptake (prevalence 
of use) and from continuation rates. But it is important to state that neither uptake nor 
continuation rates are ideal indicators of acceptability, because there are numerous factors 
affecting these measures (Crosignani 2008:198). Reasons for low acceptability in England 
were summarized in a study of women who had never used an IUD. The main reason for 
rejecting the method were lack of objective information about the method, influences from 
friends who reported side effects, infection risk, anxieties about insertion and lack of 
personal control over the method especially with respect to having it removed (Crosignani 
2008:198). 
 
2.2.9.4 Client factors affecting service uptake 
 
 
 
Patients’ fears, misinformation and lack of knowledge have resulted in low demand for 
IUD service (Speidel et al 2008:198). Family planning clients are usually reluctant to talk 
about IUD related side effects, risks and procedures. They are however selective of the 
family members they can relate to about their IUD use (Amy et al 2012:403). Female family 
members and friends are generally very influential in contraceptive method choice and 
uptake. It is critical to state that elderly female family members are particularly influential 
when it comes to contraceptive method choice (Speidel et al 2008:198). Their 
discussions about IUD use tend to focus on infection, infertility and the insertion process 
(Amy et al 2012:403). These discussions do have an influence on family planning clients’ 
IUD utilization. 
 
 
Demographic and health surveys show that large proportions of women in low IUD 
 
prevalence  countries  are  unaware  of  the  existence  of  the  device  (Best  and  Rivera 
 
2002:386). Added to this, it is reiterated in the literature that few of those who have heard 
about IUD do not have any factual knowledge that relates to its advantages and 
disadvantages,  including  side  effects,  sources  of  supply  and  cost  of  the  device  and 
services (Hubacher 2007:10). There is increasing evidence in the literature about women 
making claims that I UD can migrate to the brain and  can cause infertility (Hubacher 
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2007:5). These beliefs can generate a negative impact on IUD uptake. Although briefly 
mentioned already, it is critical to emphasize the relevance of the discussions that the side 
effects associated with IUD can make users and potential users to reject this method of 
contraception (Best and Rivera 2002:386). Discussions on side effects sometimes can 
mislead partners of family planning clients, especially when information about the device is 
scanty or absent. Such discussions are generally centred on choice of contraception and 
concerns about childbearing. In agreement, Amy et al (2012:401) indicated that although 
many women have received active support from their partners about choosing the IUD, 
some faced strong opposition due to their partner’s attitude toward future childbearing 
concerns and side effects of using the device. The concern expressed has implications for 
practice, as it may deter family planning users from using IUD. It is also an indication that 
partners of family planning users should also be educated about IUD, including its 
advantages and side effects and these can be managed and the risk reduced. 
 
 
2.2.9.5 Health care providers as a factor for IUD uptake 
 
 
 
Health care providers play a leading role in IUD availability and use. Health care providers 
do not only engage in IUD counselling, insertion and removal, they also serve as gate 
keepers where family planning clients first make contact with the IUD services. 
 
 
Many providers, particularly in developing world settings, lack sufficient training, 
knowledge, skill,   equipment   and   supplies   to   insert   IUDs.   One   major   contributor   
to   poor communication between providers and clients about contraceptives uptake may be 
due to providers having incomplete knowledge of evidence based information and practice 
about the contraceptive method (Dehlendorf, Levy, Ruskin and Steinauer 2009:292).  
 
 
2.3 CONCLUSION 
 
 
This chapter presented a resume of the extant literature on the subject of IUD. It is 
evident from the discussions presented that very limited studies have been carried on this 
subject.  It is also evident from the literature that the uptake of IUD among family planning 
clients is limited or low. It is this realization or finding that prompted the need for a study 
that sets out to specifically examine factors that influences utilization of IUD. The next 
chapter thus discuss the methodologies employed to explore this.  
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CHAPTER 3: RESEARCH DESIGN AND METHODOLOGY 
 
3.1 INTRODUCTION 
 
 
Chapter two is a literature review of the studied area. This chapter focuses on discussions 
relating research design, and methodological and ethical issues of the study. 
 
3.2 RESEARCH DESIGN 
 
 
A research design is a plan detailing how a research will be conducted.  It guides 
researchers in planning and conducting studies (Rubin and Babbie 2011:647). This study 
utilized a quantitative descriptive cross sectional design. This design, descriptive cross 
sectional was chosen for this study because it is an approach that enables researchers to 
describe variables and their relationships. In other words, descriptive cross sectional 
design measures attributes and examines association between them (Joubert and Ehrlich 
2007: 85). The attributes in this study relate to the factors influencing the utilization of intra 
uterine contraceptive device among family planning clients. The different elements of the 
design used in this study are discussed below. 
 
 
3.2.1 Quantitative element 
 
 
Quantitative research is the scientific investigation of a phenomenon that allows for the 
quantification of the meanings associated with that phenomenon (Davis and Scott 2007: 
160). Simply, quantitative approaches follow a systematic process to test and describe 
associations or relationships between variables and may also be used to determine 
causality (Burns and Grove 2007:335). This approach is ideal for the proposed study in 
order to describe and clearly portray the socio-demographic and service related factors 
influencing the  utilization of intra uterine contraceptive device (Joubert and Ehrlich 
2007:78). Numerical data will be manipulated through statistical procedures for the 
purposes of describing identified socio-demographic and service factors related to IUD 
utilization (Polit and Beck 2008:763). 
 
3.2.2 Descriptive element 
 
 
Descriptive studies are designed to obtain more information within a particular field about 
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characteristics as they naturally happen and may also be used to develop theory, identify 
gaps in current practices or justify what is currently being practiced (Burns and Grove 
2007:340). These designs are aimed at describing phenomenon with their associated 
factors and it takes the form of a survey or summary of routine data that is set out to 
quantify the extent of a problem or phenomenon (Joubert and Ehrlich 2007:78). Polit and 
Beck (2004:716) refer to descriptive designs as research studies that have as their main 
objective to accurately describe the characteristics of persons, situations or groups and / or 
the frequency with which certain phenomena occur. The intention of researchers using this 
design is in the main to collect data with the view of developing a clear picture of the 
situation or phenomenon studied.  This was the rationale for adopting this element in this 
study. 
 
 
3.2.3 Cross sectional element 
 
 
Hulley et al. (2007:109) state that the cross-sectional design is the scientific study in which 
data is collected at one point in time, with no follow-up period. It is suited for the goal of 
describing situations. Joubert and E h r l i c h (2007:85) agree with this view by stating 
that a cross sectional study design examines participants simultaneously to determine 
what already exists, including measurement of their exposure and disease status. The 
cross-sectional design is appropriate for this study as it allowed the researcher to describe 
the socio- demographic and service factors related to utilization of intra uterine 
contraceptive. This design is beneficial to the researcher because it is not only practical 
and economical, but it is also easy to implement as data is collected at one point (Polit 
and Beck 2004:166). In addition to this, this design is considered useful for assessing 
health care needs of a population. Joubert and Ehrlich (2007:85) claim that the cross-
sectional designs is often an important first step in assessing the possibility of a 
relationship between an exposure and a disease, before more costly case control or cohort 
studies are undertaken. This is a contributory factor or reason for employing this 
approach in this study. Even though this was the case, this approach has limitations and 
thus deserves a brief explanation. Establishing the temporality, in other words, correct 
temporal relationship between exposure and disease is difficult in cross sectional studies, 
particularly where exposure status and disease status are measured together. 
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3.3 STUDY POPULATION AND SAMPLE 
 
A study population is the group from which the sample is actually selected and is 
sometimes referred to as the target population (Joubert and Ehrlich 2007:94). 
 
3.3.1 Population 
 
 
Polit and Beck (2004:734) define population as the entire population that a researcher is 
interested in studying. In other words, a population is a group of objects or people who 
possess specific attributes that a researcher is interested in studying. Hulley et al (2007:82) 
support this by stating that a population of a study is selected on the basis that it would 
yield the required data to address the aims and objectives of that study. This advice was 
adopted by the researcher of this study. The population of this study was made up of 
women of child bearing age (20-49 years old), who visit the health facility for family 
planning in Addis Ababa. The population of the study also included health service providers 
from all the public health facilities that are currently assigned to the family planning unit to 
provide family planning services. The researcher obtained a sample from this population 
and conclusions of the study were applied to the same and other relevant populations. 
 
 
3.3.2 Sampling 
 
 
One major decision that researchers tend to take in conducting research is to decide on the 
nature of the data and from where they can be obtained, as the sources of data tend to 
have profound effects on the ultimate quality of studies (Morse 2002:3-4). Such a decision 
for identifying and selecting sources of data is what Grbich (2007:234) and Macnee and 
McCabe (2008:245) refer to as sampling. To be precise, Davis and Scott (2007:155) define 
it as the science and practice of selecting a portion of the population in a manner that 
allows the entire population to be represented in the same. On examining this definition, it 
became apparent that a sample is, in essence, a subset of a population. Sampling is the 
process of selecting individuals from a population who will be studied (Burns and grove 
2007:379). The list of all family planning clients in each health facility were prepared and 
this list formed the basis for the selection process of the study subjects. Everyone in the list 
had equal chance to be selected. To allocate the number of samples in each facility, 
proportionate number of sample size was taken in each health facility. To avoid any 
 20 
 
selection bias within a facility, systematic random sampling was used to select study 
subjects from family planning clients who came to the facilities. In systematic random 
sampling, individuals were selected at a fixed sampling interval from some list or ordering. 
Single proportion sample size determination was used to determine sample size at 0.05 
level of significance level with Width of 10% population of IUD users in Addis Ababa 
(Joubert and Ehrlich 2008:347). The IUD users in Addis Ababa formed the sampling frame. 
 
 
3.4 DATA COLLECTION 
 
 
3.4.1 Data collection instrument:  Development, testing and application 
 
 
Even though each individual interview is unique in its own right, it is essential to conduct 
them in a manner that would ensure that their outcomes reflect the social world or 
phenomena being studied (Flick 2009:158). Taking this advice into account, the researcher 
of this study employed the use of a questionnaire to make sure that the key issues in 
relation to the study`s aims and objectives were discussed. Arguably, this structure, would 
ensure some degree of consistency across interviews. It was therefore important to develop 
a questionnaire. The development of a questionnaire enabled the researcher to think in 
advance about possible areas for exploration. Its preparation also led to the identification 
of a range of likely difficulties that could be encountered during and after interviews. For 
example, a respondent may demonstrate some degree of hesitation in responding to 
questions. This led to the inclusion of probes and prompts. Questions were developed 
thoughtfully and attempts were made to include variables within the scope of the study. 
While developing the questionnaires a number of literatures in the same area of study were 
consulted and only questions necessary for achieving the objectives were included. The 
questions are usually set out in a sequence considered by the researcher to be appropriate 
and effective for achieving the study aims. The instrument or questionnaire has basically 
five parts; basic demographic information, such as age; gender and measure of socio-
demographic status are included in the first section. Because the questionnaire was newly 
developed, it was critical for it to be pre-tested. 
 
It is always a good practice for researchers to undertake a small -scale trial run of methods 
of data collection especially when newly developed (Parahoo 2006:271). The essence of 
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this is to gather evaluative information that would enhance their feasibility and efficacy 
(Polit and Beck 2008:348). Hence, the questionnaire developed was tested to find out 
whether it would ensure a comprehensive exploration of respondents` views of IUD 
utilization. Four pilot individual interviews were undertaken with two health care workers 
and two family planning clients. The interviewees offered their experiences whilst a sense 
of direction was still maintained towards the subject being investigated. The ability of the 
questionnaire to maintain this sense of direction was closely examined. The interviews 
were conducted in a specific room provided by the management team of the health facility. 
Each interview commenced with the researcher providing explanations of its purpose and 
process. Getting the explanations for the interview right at the outset was fundamentally 
important. This is because the provision of clear information would influence the quality of 
data and respondents` willingness to participate. To maintain willingness to be interviewed, 
the significance of the research, confidentiality of all data and the possibility of withdrawing 
from the study at any point was emphasized. Respondents were also asked to express any 
doubts or queries they might have about the interview. The interviews were tape 
recorded and consent to do so was sought from the respondents as stipulated in the 
schedule. It must be emphasised that a short trial run of the recorder was conducted just 
before commencing the interviews. Doing so did not only enable the respondents to hear 
their voices on tape, but it also reassured the researcher that the equipment was 
operational. On establishing this, the researcher commenced the interviews by asking 
participants the first question on the schedule. At the end of the interviews, respondents 
were asked about their comprehension  of  the  questions  and  claimed  that  the  
questions  were  clear  and  the prompts used made them clearer and facilitated the 
generation of rich data. It would have been impossible for the researcher to achieve this 
understanding without pilot work.  
 
The pilot was immediately followed by the main data collection process. The questionnaire 
was amended slightly to incorporate comments offered by healthcare workers and clients. 
The main data collection was conducted by trained data collectors (family planning 
service supervisors) using the refined questionnaire. This data collection process was 
supervised and guided by the researcher. Data was collected on a number of aspects. 
Examples of these include demographic information, fertility preferences of family planning 
 22 
 
clients, knowledge and attitude of service providers on IUD. 
 
 
3.4.2 Data collection approach and method 
 
 
 
Data collection is a systematic gathering of information relevant to the study and should be 
used to address the research purpose, objectives and questions. It is also a process 
through which numerical values are obtained for characteristics of individuals or objects 
studied (Joubert and Ehrlich 2007:106). This study adopted a structured method of data 
collection. In essence, it used a questionnaire that contained questions for family planning 
clients and family planning service providers, who were the respondents of the study. 
Respondents were briefed about the purpose, benefits and significance of the study before 
data collection or interview process. Such an approach was taken to enable the 
respondents to actively and freely participate in providing necessary and adequate 
information during interviews. The interviewers read the questions to the respondents as 
they appear on the questionnaire and recorded responses offered. The interviewers clearly 
followed the structured format to prevent them from placing their own interpretations on the 
questions. Interviewers asked questions in the same way and used the same probes and 
clarifications for each respondent. Responses of respondents were noted in writing on the 
questionnaire and also audio recorded and to increase reliability of information obtained 
(Joubert and Ehrlich 2007:85). 
 
 
 
3.5 RELIABILITY AND VALIDITY OF THE STUDY 
 
 
3.5.1 Reliability 
 
 
Reliability/precision refers to the repeatability of a measurement or study findings: whether 
the same result would be found if the measurement were repeated ( Joubert and Ehrlich: 
2007:79). In other words, reliability relates to the degree of consistency or accuracy with 
which an instrument measures the attribute it is designed to measure (Joubert and Ehrlich 
2007:117). To ensure reliability, this study utilised adopted a. random sampling procedure 
to select the respondents. Because reliability is a multi-component concept, researchers 
need to decide in advance aspects of reliability (internal consistency, stability, or 
equivalence) when selecting instruments for their studies. In this study, all these aspects 
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are critical. The instrument used in this study was tested on similar populations, and its 
reliability using some of these aspects has been evaluated. Starting with internal 
consistency, an instrument is said to be internally consistent or homogenous if its items 
measure the same trait. It is actually the extent to which the items measure the same trait, 
and the most widely used method for determining this is the coefficient alpha or cronbach`s 
alpha. The cronbach`s alpha for the tool of this study is 0.6. Stability of measurements or 
tools relates to the extent to which similar scores or results are obtained when applied 
separately on occasions. It is really an estimate of correlation coefficient of two sets of 
scores, test-retest. This was not performed in this study. The final reliability measure that 
was applied in this study was equivalence. This refers to the degree of agreement between 
independent observers or coders about scores. In essence, it is about inter-reliability or 
agreement. It is also about agreement or degrees of this between two items of a scale or 
measure. A commonly used statistic in this context is Cohen`s Kappa. Agreement was 
noted between scores of different items. 
 
3.5.2 Validity 
 
 
According to Polit and Beck (2008:373, 377) validity is the degree to which a research 
instrument measures what it is supposed to measure. In the context of research designs 
validity is about the approximate truth of an inference or reality. This means that the notion 
of validity is relative; it is about degrees or levels, such as high, medium or low rather 
than one of presence or absence. There are variants of validity, and these are discussed 
below. 
 
3.5.2.1 Internal validity 
 
 
The internal validity is the degree to which the study findings represent a true reflection of 
the exposure-outcome association in the target population (Polit and Beck 2008:287). In 
other words, internal validity is the degree to which observed changes in a dependent 
variable can be attributed to changes in an independent variable. To ensure internal validity 
of this study, field workers were trained and the data collection process was closely 
monitored by the researcher and the data collection instrument was tested before 
application. 
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3.5.2.2 External validity 
 
 
The external validity refers to the degree to which study findings can be generalized 
beyond the study target population (Beck and Polit 2008:286). External validity concerns 
the representativeness of samples used in studies (Beck and Polit 2008:286). In this study 
the sample was randomly selected and was representative of the study population to which 
study findings can be generalized. 
 
3.6  ETHICAL ISSUES  
 
 
Before the main data collection process, data collectors (Female interviewers) were briefed 
about the study including its objectives and how to obtain consent from respondents. 
Respondents were given information about the study, including its aim, objectives, benefits 
and their rights. Following this, respondents were required to express their intentions to 
participate or not participate in the study. Willingness to take part in the study was 
expressed by respondents completing consent forms. Ethical clearance was obtained from 
UNISA`s Higher Degrees Committee. Permission to undertake the study was a l s o  
obtained from the Addis Ababa City Administration Health Bureau, sub cities and 
concerned government officials. 
 
This study is a descriptive study which did not require any intervention clinically and 
physically but study respondents can be affected emotionally and socially. So, care was 
taken not to emotionally harm study respondents. Although it was not anticipated that the 
study will cause distress, respondents were made aware of how they can access 
psychological support if needed. Added to this, all respondents were reassured of 
confidentiality and anonymity and these were respected through the study period. In relation 
to confidentiality, all data was kept in a locked cupboard that was only accessible to the 
researcher. Questionnaires completed by respondents were coded and names of 
respondents were not included in the same. 
 
3.7 CONCLUSION 
 
 
This chapter focused on the research methodology, which includes the research design, 
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sampling, data collection and analysis, and ethical issues. The chapter also included 
discussions of reliability and validity, and how these were assured in the study. 
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CHAPTER 4: DATA ANALYSIS, PRESENTATION, DESCRIPTION 
OF RESEARCH FINDINGS 
 
4.1 INTRODUCTION 
 
 
 
In this chapter the research findings are presented. The chapter also focuses on data 
management and analysis. 
 
 
4.2 DATA MANAGEMENT AND ANALYSIS 
 
 
 
Data obtained from respondents were entered on a spread sheet. In consultation with a 
statistician, data on a spread sheet was transported to SPSS for analysis and description. 
Descriptive summary statistics in the form of frequency tables and graphical summaries of 
charts (bar, histogram, cross tabulations) are presented. Chi-square tests of association 
were conducted to assess dependence or relationships among potential factors. 
 
 
4.2.1 Socio-demographic factors 
 
 
 
The socio-demographic factors included gender, age, marital status, and level of 
education, family size, number of children, religion and occupation. A total of 366 
respondents were interviewed and all of these respondents were females. Two hundred 
and seventy eight (76%) of respondents were between 20-30 years of age, 80 (21.6%) 
were between 30-40 years and the rest 8(2.2%) were 41 years of age and above [Fig. 4.1]. 
Most of the study respondents, 273(74.6%), were married. 
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Table 4.1: Demographic factors for IUD uptake 
 
 
Factors N(number) Percentage 
(%) 
 
 
 
 
Age groups 
20-30 278 76   
31-40 80 21.9   
41& above 8 2.2   
Marital status 
Un-married 71 19.4   
Married 273 74.6   
Divorced/widowed 22 6   
Number of children 
No children 88 24   
1-3 children 245 66.9   
4+ children 33 9   
Level of education 
Elementary 116 31.7   
High school 119 32.5   
Diploma & Degree 99 27   
Illiterate 32 8.7   
Main occupation 
Gov’t employee 85 23.2   
House wife 115 31.4   
Daily labourer 50 13.7   
Maid & sex worker 12 3.3   
Merchant 49 13.4   
 
 
 
 
It is shown in Table 4.1 that IUD uptake in terms of percentages of young age group in 
category I (age 20-30 years) was slightly higher relative to older age family planning 
clients categories of 3 & 4, which relates to those from age 31 year and above. The 
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majority of study respondents (74.6%) were married and the rest were either 
unmarried or divorced. It is critical to mention that married women used IUD more 
than their unmarried counterparts [Table 4.1]. 
 
 
In is noted in table 4.1 that 66.9% respondents had 1-3 children and 24% of respondents 
do not have children. The rest of the respondents (9.1%) had 4 or more children. The 
result shows that women with higher number of children use IUD than women without 
children as well as those with lesser number of children [Table 4.1 and Fig. 4.2]. Taking 
this outcome into account, the number of children was a significant determining factor in the 
use of IUD by women. 
 
Many of the study respondents, 119 (32.5%) had completed high school. One hundred and 
sixteen (31.7%) only completed primary school. Ninety nine (27%) had either a college 
diploma or degree while 32 (8.7%) were noted to be illiterate [Table 4.1 and Fig. 4.3]. 
 
A direct positive relationship was noted between level of education and IUD uptake.  This 
means that as the level of education increases, IUD uptake was also noted to increase. 
More family planning clients with tertiary level education were observed to use the method 
when compared to those with lower levels of education. A significant (p<0.05) association 
between level of education and IUD uptake was revealed in this study [Table 4.1]. 
 
The study respondents have different occupational background. Whilst the majority of 
respondents, 115(31.4%) were housewives, 85(23.2%) were observed to be government 
employees. Added to this, 13.4%) were reported to be merchants 13.7% daily 
labourers,15% students and 3.3% sex workers. Taking a closer look at contraceptive 
uptake, more merchants were found to use IUD followed by government employee, then 
students and daily labourers. This illustrates the association between occupation and IUD 
uptake [Table 4.1]. 
 
4.2.2 Reproductive history 
 
 
Three hundred and sixteen (86.3%) of the study respondents had experienced pregnancy. 
One hundred and twenty four (33.9%) of these have had one pregnancy, 98(26.8%) two 
pregnancies and 50(13.7%) have had three pregnancies in their life. In relation to live 
births, 122(33.3%) of respondents had 1 live birth, 100 (27%) had 2 live births and 
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37(10.1%) had 3 live births. One hundred one which is 27.6% of the respondents have 
never experienced abortion. Only a small number 19 (5.2%) have experienced still birth 
[Table 4.2].  From a total of 366 respondents, only 106 (29%) of them had experienced 
unintended pregnancy with 23(6.3%), 40 (10.9%) and 48(13.1%) being attributed to 
contraceptive failure, missing and non-adherence to contraceptives usage respectively 
[Fig. 4.3 and Table 4.2]. 
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Figure 4.3: Major causes of unintended pregnancy among study respondents 
 
 
Table 4.2: Reproductive factors for IUD uptake (N=number (Cumulative frequency),   = 
 
chi square statistics, p= p-value (p<0.05)). 
 
 
Factors N(number) Percentage 
 
P-value 
  (%)   
Experienced abortion 101 27.6 0.314 0.575 
 
 
Experienced still birth 19 5.2 1.72 0.21 
 
 
 
Experienced unintended  1106    29      1.822  0.402 
 Pregnancy  
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4.3 CHILD DESIRE AND FERTILITY PLAN VERSUS IUCD UPTAKE 
 
 
When t h e  respondents were asked about whether they would like to have more 
children, 226 (61.7%) said yes whilst the rest 140 (38.3%) responded that they did not 
want any more children [Table 4.3]. With regard to the respondents who wanted more 
children, they were asked how many years t h e y  would they like to wait before their 
next pregnancy. While 106 (29%) wanted to have their next pregnancy or child within the 
next 2-3 years, 120 (32.8%) preferred to wait for more than four years before having the 
next pregnancy or child. In relation to limiting pregnancy, 100 (27.3) reported that they 
would like to limit their pregnancies, but 226 (72.7%) were against limiting pregnancy, 
meaning they prefer not to limit child bearing [Table 4.3]. 
 
 
Table 4.3: Child desire and fertility for IUD uptake (N=number (Cumulative frequency),  
 
= chi square statistics, p= p-value (p<0.05)). 
 
 
 
Factors N(number) Percentage 
(%) 
 P-value 
Want more children 226 61.7   
 
No more children 
 
140 
 
38.3 
  
 
How many years 
 
2-3 year 
 
106 
 
29 
  
 
4 years & above 
 
120 
 
32.8 
 
4.788 
 
0.029 
 
Want to limit child 
bearing 
 
100 
 
27.3 
  
No limit of child 
bearing 
266 72.7 0.082 0.774 
 
 
 
Under child desire and fertility plan, women who want more years before having the next 
child were found to use IUD more than women who want the next child sooner. This 
shows that the association between number of years before having the next child 
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and IUD uptake was significant (p=0.029). On the contrary there was no association 
between the desire to limit child bearing and IUD uptake, meaning women who want to 
limit child bearing were noted to have intentions to use IUD. 
 
 
4.4 FAMILY PLANNING DEMAND, CHOICE AND FUTURE PLAN 
 
 
All the study respondents who came to the health facility for their contraceptive refill were 
family planning clients. These respondents were asked about the family planning method 
they were using at the time of the interview, 53 (14.5%) reported to be using oral 
pills, 213(58.2%) injectable, 68(18.5%) implants and 28 (7.7%) claimed to be using IUD. 
Only 1 client reported to be using condom. 
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Figure 4.4: Family planning methods currently used by study respondents 
 
 
 
Study respondents were asked whether they have an intention to change the family 
planning method they were currently using, 129 (35.2%) of them had plans to change the 
method they were currently using, while 237 (64.8%) of them preferred to continue with the 
method they were currently using [Fig. 4.4]. From those who had intention to change their 
family planning method, 5 (1.4%) of them had planned to shift to oral pills whilst 25 (6.8%) 
of them want to change to injectables. Added to this, 47 (12.8%) of respondents who 
intended to change their family planning want to shift to implant and 45 (12.3%) of them had 
the plan to use IUD [Fig. 4.4]. 
 
 
4.5 KNOWLEDGE ASSESSMENT FOR IUCD USAGE 
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When respondents were asked about the use of IUD, 314(85.8%) of them reported that 
they have heard about this type of contraceptive. However, 52(14.2%) replied that they 
have never heard of IUD. From those who responded to have heard of IUD, 224(49.1%) 
claimed that they first heard of this device from health centres or hospitals, 154 (33.8%) of 
them claimed to have heard about this the first time from the mass media (Television or 
Radio), whilst the rest 72(15.8%) and 6(1.3%) claimed to have heard about i t  from 
their family or friends and private clinics or hospitals respectively [Fig 4.5]. 
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Figure 4.5: IUD source of information 
 
 
 
As part of knowledge assessment, t h e  respondents were asked to mention the 
benefit of IUD, 155(29.1%) reported that it is a safe to use, 96 (18%) mentioned that it is 
long acting, 120(22.5%) of them said it is effective in preventing pregnancy, 68(12.8%) 
claimed that IUD is hormone free and the rest, 94(17.6%), failed to mention any benefit of 
this device. 
 
 
Respondents were also asked to list the potential side effects of IUD, fifty nine (16.6%) of 
them responded that it causes pain and cramping, 55(15.4%) mentioned bleeding and 5 
(1.4%) claimed that it can sometimes lead to changes in the menstrual cycle. A large 
number of the study respondents, 165(46.3%) replied that they did not know. 
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For the question to assess the respondents` knowledge of the potential complications while 
using IUD, only a small number of respondents responded or reported perforation with 
only one stating ectopic pregnancy, 12(3.8%) claiming PID or Infection and 43(13.5%) 
stating expulsion. Two hundred and sixty two (82.1%) of the respondents replied that 
they did not know. 
 
 
There was a question to assess what the community knew about IUD. Respondents were 
also interrogated about community knowledge of the side effects of IUD. Twenty five 
(7.7%) replied pain or cramping, 18 (5.5%) reported bleeding, 2 (6%) mentioned menstrual 
cycle, 132 (40.5%) said “I don’t know”. Similarly, on the benefit of IUD, 68 (20.3%) replied 
t h a t  IUD is long acting, 20(6%) responded that it i s  effective and 21(6.3%) responded 
that it is safe, 26 (7.8%) said it is reversible and large number of respondents, 200 (59.7%) 
replied that they did not know the benefit of IUD. 
 
 
Three hundred and sixteen (86.3%) of the respondents were counselled about oral 
contraceptive pills during their visit to health facility for family planning services, 334 
91.3%) of them reported to have been counselled about injectables, 286 (78.1%) 
counselled about implants,197 (53.8%) of them counselled about IUD and 62 (16.9%) 
counselled about permanent method of family planning. 
 
 
4.6 STUDY RESPONDENTS’ ATTITUDE ABOUT IUCD 
 
 
In relation to whether long acting and reversible family planning methods are more safe 
and effective than short acting family planning methods, 190 (51%) of respondents agreed 
that long acting family methods are safer and more effective relative to short acting 
contraceptives. However, 69 (18.9%) of respondents were against this view and the rest 
of them 55 (15%) adopted a neutral stance. In order words, they were neutral. With regard 
to safety and cost effectiveness, 176 (56.1%) respondents claimed that IUD is a safe and 
cost effective family planning approaches. But 58 (18.5%) respondents disagreed with this 
view and 80 (25.5%) were neutral. When the respondents were asked whether they would 
recommend IUD for their family, relatives and friends, 137(43.6%) replied yes, 70(22.3%) 
said they will not recommend and 107(29.2%) were not sure whether to recommend or not. 
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4.7 PART II SERVICE PROVIDERS’ AND SERVICE SET UP ASSESSMENT 
FINDING 
 
 
 
4.7.1 Family planning service providers, qualifications, training and years 
of service 
 
 
Thirty one out of 35 family planning service providers interviewed were female, 28 were 
nurses and 7 were midwifes and health officers. Most of the family planning service 
providers (32) had more than two years experience of service in family planning units, 33 of 
the 35 service providers did not have any pre-service training on IUD service and 31 had 
in-service training on IUD insertion. Whilst 29 of the service providers claimed that in- 
service training provided were adequate, 6 reported t h a t  they were not adequate. 
In other words, most of the service providers were not fully to equipped with skills to offer 
IUD service. Each health facility had at least one IUD trained provider. Almost all the 
providers reported that they generally provide IUD service for more than 5 clients per 
month. Twenty six of the service providers stated that they had supervisory support once in 
every three months and 9 stated that they had it once every six months. 
 
 
4.7.2 Family planning service providers’ knowledge assessment 
 
 
 
When family planning service providers were asked about their feeling when providing 
 
IUD, 21(60%) of them responded that they were comfortable in offering this service, but 
 
14(40%) responded that they were not comfortable with IUD service provision. Twenty 
five (80%) respondents reported that they will provide IUD for any woman on request and 
may not take into account medical conditions that may contraindicate IUD use. Eighteen 
(58%) of the respondents mentioned four advantages of IUD while 21 (60%) mentioned 
three. Nineteen (54%) out of the total of 35 respondents reported the four side effects of 
IUD correctly, 21 mentioned three out of four the main side effects of IUD and 26(74%) 
mentioned two of the four possible side effects. When respondents were asked about 
contraindications, medical conditions for which IUD service should not be offered, 7 (20%) 
mentioned the four contraindications, 11 (31%) mentioned three and 16(45%) mentioned 
two. 
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4.7.3 IUCD service and service set up assessment 
 
 
IUD counselling during antenatal visit was not provided in 34(97%) of the health facilities. 
There was adequate and consistent supply of contraceptive commodity in almost all the 
health facilities. All health facilities where respondents were working had adequate medical 
supplies and equipment to provide IUD service. It was noted in all the health facilities (35) 
that there was no preparation and readiness on the part of service providers on the 
management of side effects and complications of IUD. However, a referral system was 
available. 
 
4.8 CONCLUSION 
The results from the analysis of the data collected in a sample of family planning clients and 
family planning service providers were presented in this chapter. A total of 366 family 
planning clients and 35 family planning service providers were interviewed. The ensuing 
chapter focuses on discussion of the findings using extant literature and recommendations 
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CHAPTER 5: DISCUSSION, LIMITATIONS, CONCLUSIONS AND 
RECOMMENDATIONS  
5.1 INTRODUCTION 
 
 
 
This chapter presents the discussion on the result of the analysis, recommendations and 
conclusion made by the researcher to improve IUD service uptake in the study area. The 
discussion focuses on the objectives of the study and compares the findings with extant 
literature. 
 
 
5.2 DISCUSSION ON FINDINGS 
 
 
 
This study was planned to identify socio-demographic and service related factors which 
influence intra uterine contraceptive device (IUD) uptake in Addis Ababa, Ethiopia. The 
findings are now discussed in the ensuing sections. 
 
 
5.2.1 Factors influencing IUD utilization 
 
 
Effectiveness of contraception for prevention of pregnancy was found to be related to the 
contraceptive method chosen. The current copper IUD is one of the safest, most effective 
and least expensive contraceptive available. Even though this is the case, it is globally 
used by 14% of women with great variation between countries and regions of the world.  In 
sub-Saharan countries, it is only used by 1% of family planning clients. Such low utilization 
is a function of a number of factors. Wide spread misconception among family planning 
users and relatives, such as IUD “travels through the body”, generally caused by lack of 
knowledge and inadequate skills and knowledge of health care providers to offer effective 
counseling in relation to the use of this device, has contributed to low utilization. Added to 
this, shortage of contraceptive devices was also noted in the study as a contributory factor 
to the low IUD usage among family planning clients. 
 
5.2.1.1 Socio-demographic characteristics 
 
 
The socio-demographic factors included age, marital status, level of education, religion, 
family size, number of children and occupation. Even though IUD uptake in terms of 
percentage seems to be higher in older age groups (above 31 years) relative to younger 
age groups, it was noted not to be statistically significant, a finding consistent with Deans 
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and Grimes (2008:418-423). Majority of the study respondents (74.6%) were married and 
the remaining were either never married or divorced. No significant relationship was 
noted in this study between age, marital status and IUD uptake, an outcome that is not 
congruent with findings in the extant literature. For example, Lamvu, Steiner, Condon and 
Hartmann (2006:399-403) reported a significant relationship between contraceptive 
methods use by women with age, race, ethnicity, marital status and socio economic status. 
They stressed that contraceptive method choice does vary significantly with these 
demographic variables. 
 
 
A large number of study respondents had between 1 and 3 children and only a small 
number had 4 or more children. In this study, women with higher number of children (more 
than 4) were found to use IUD more than those with no or less than 4 children born to 
them. Hence, parity was found to account for major differences in IUD use, where women 
with a higher number of children (more than 4) reported to have used IUD more than those 
with less than 4 children. Although this finding is inconsistent with that reported by Espey, 
Finer and Hubacher (2011:291), these authors claimed that instances of lower prevalence 
of IUD usage among women with more than 4 children could be attributed to sterilization. In 
this study, the need for sterilization was reported to be low because of cultural reasons. In 
other words, cultural influences do not favour this approach, sterilization. It was therefore 
not surprising to note that women with higher number of children preferred IUD use. 
 
Many of the study respondents had completed primary school education. Some of the 
respondents had either a college diploma or degree. Only few respondents were reported 
to be illiterate. It was observed that as the level of education increased uptake was shown 
to increase considerably. This means that family planning clients with tertiary level 
education (Diploma and Degree) reported to have used IUD more than those with lower 
level of educational achievement. This study also found a similar trend between occupation 
and IUD uptake. Merchants and government employees were reported h a v e  to used 
IUD more than women of other occupational groups. A large of number of studies 
supported this assertion (Lamvu et al 2006:403). 
 
 
 
5.2.1.2 Reproductive history 
 
 
In relation to reproductive history, a significant number of respondents, say over 85.3% 
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claimed that they had experienced pregnancy. About  33.9% of the respondents 
reported  to  have  had  one  pregnancy,  26.8%  two  pregnancies  and  13.7%  three 
pregnancies in their life. Whilst 27.6% of the study respondents reported to have 
experienced abortion, 15.2% claimed to have experienced still birth. From the total of 366 
study respondents, 106 had experienced unintended pregnancy. Several reasons were 
attributed to these unintended pregnancies. Twenty three out of 106 respondents attributed 
their unintended pregnancies to contraceptive failure, 40 thought that the pregnancies were 
due to clients missing contraceptives and 48 attributed it to non-adherence to the same. 
The abortion and unintended pregnancy were related to IUD uptake, a finding consistent 
with the outcomes of other studies, such as Speidel et al (2008:199). These authors 
reported that unintended pregnancy and abortion are usually the result of failure to take 
effective contraceptives like IUD. When asked whether they want any more children, 226 
said yes and 140 said no, in other words, they would like to limit child bearing. Those 
respondents who want more children were required to comment on how many years would 
be appropriate for them to wait before having  their  next  pregnancy  or  child.  One 
hundred and six  of  the respondents would prefer to have their next child within the 2 to 3 
years, while 120 would like to have their next pregnancy or child after four years. With 
regard to limiting child bearing or pregnancy, 100 respondents reported that they would like 
to do so, but 226 said they would not like to limit their pregnancy and child bearing. 
Women who had the intentions or plans not be pregnant or have children sooner reported 
consistent use of IUD and regularly more than those with intentions of child bearing. A 
significant association m a y  b e  p re s e n t  between number of years before having the 
next child and IUD uptake. 
 
 
 
5.2.1.3 Family planning demand, choice and future plan 
 
 
Study respondents were required to complete or indicate the family planning method they 
were using at the time of the interview. Fourteen and half percent (14.5%) reported to use 
oral pills, 58.2%, 18.5% and 7.7% were using injectables, implants and IUDs respectively. 
Whilst one respondent reported to use condom, no claims were made from any respondent 
of using a permanent contraceptive method. The results outlined are dissimilar to that of 
Espeut et al`s (2010:4) study. They reported an 8% use of long term and permanent 
methods, including IUD in urban areas. This difference in outcome could be attributable 
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to the differences in the target populations, which was the wider community aged between 
15-49 years in Espeut et al`s (2010:4) study and family planning clients aged 20-49 years 
in this study. 
 
When respondents were required to express whether they have an intention to change the 
family planning method they were currently using, 35.2% had no plans to change the 
method they were using, but 64.8% preferred to continue with the method they were using 
because of familiarity of the same. From respondents who had the intention to change the 
method, 1.4% planned to shift to oral pills and 6.8% to injectables, 12.8% to implant and 
12.3% to use IUCD. These findings indicate that family planning clients’ interest towards 
long acting and reversible methods (Implant and IUD) is increasing, suggesting that more 
clients will be noted to use these methods in the future. Less than half of the study 
respondents had the intention to change their family planning methods.  It is important to 
mention that a good number of these respondents had plans to change from short acting 
method (pills and injectables) to long acting method (implant and IUD). Whilst this finding is 
a function of a worldwide movement towards promoting long acting and reversible methods, 
it is consistent with the findings of other studies (Gutin et al 2011: 149). 
 
 
5.2.1.4 Family planning clients` knowledge assessment for IUD usage 
 
Whilst a significant proportion of respondents agreed to have heard of IUD, only a small 
number reported not to be aware of this device. Respondents reported that they were 
mainly informed about IUD through health centres and hospitals followed by mass media 
and family members. Similar findings have been reported elsewhere. Espeut et al 
(2010:9), for example, reiterated that health centres and hospitals do play a significant and 
important role in relaying information about IUD to family planning clients. Whilst this was 
the case, they also reported that mass media like television, family and friends also play a 
role in disseminating positive information about IUD. Despite such awareness of IUD, 
family planning clients are not using this device as expected, a finding also noted in many 
studies in Ethiopia (Espeut et al 2010:10). 
 
 
As part of knowledge assessment, respondents were asked to mention the benefit of 
IUD. In relation to this, approximately 70% of the  respondents claimed that IUD is a 
safe and efficient long acting contraceptive device. There is an apparent awareness of the 
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benefits  of  IUD  among  the study  respondents.  The  question  now  arises,  why  the  
low utilisation rate among respondents in this study. It is reported in the extant literature 
that lack of or limited knowledge of IUD generally leads to low demand and subsequent 
low utilisation of the device (Speidel et al 2008:200). The low utlisation rate could be a 
function of fear of potential side effects. 
 
 
Only a small percentage of the respondents in this study (about 30%) reported side effects, 
such as pain and cramps. Over 40% of the respondents claimed not to be aware of side 
effects of IUD. It is evident from the result that the respondents` knowledge about side 
effects was limited. It is therefore not surprising to note in this study misconceptions among 
respondents about IUD. Misconceptions about this device have also been reported in a 
range of studies such as Speidel et al (2008:197). Related to the side effects are possible 
complications associated with the use of IUD. It is therefore critical to acknowledge the 
knowledge gap among the respondents about the complications of the use of IUD. Only 
few respondents (less than 20%) reported possible complications such as perforation 
and ectopic pregnancy. Most respondents (82%) were not aware of the complications 
associated with IUD. Whilst this finding indicates a worrying gap of knowledge about the 
complications related to IUD use, it also indicates the trend reported in extant literature that 
a large proportion of women in low IUD prevalence countries are unaware of this 
contraceptive device, including its side effects and complications (Frontiers  in  
Reproductive  Health 2008:2). What is therefore apparently pervasive among the 
respondents is the negative perceptions or rumours about IUD, such as it can travel 
through the body. These negative perceptions do play a part or role in contributing to the 
low IUD usage among the respondents. 
 
 
What is also critical to highlight in this discussion is community knowledge about IUD and 
its usage. The result of this study indicates that community knowledge on the side effects 
of IUD might be poor and its side effects are not in the main known to a large part of the 
communities of the study sites, as over 80% of respondents apparently claimed that they 
are not aware of communities` knowledge of IUD. If community knowledge of IUD is 
limited, it could also be a contributory factor to the low usage of this device. Araujo et al 
(2008: 475) agree that this is the case by stating that limited community knowledge about 
IUD is a function of inadequate public information about this device. Limited and / or lack 
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of information about a device of this nature could result in low usage, as confirmed by the 
outcome of this study. In relation to counseling service offered in health facilities to family 
planning clients, approximately 50% of them agreed that they have been offered some 
form of counseling by about IUD. Whilst this is the case, over 78% of the clients reported 
to have been counselled by service providers in health facilities about oral contraceptive 
pills and injectables. Clearly, counseling offered about IUD is generally less than other 
family planning methods. It is important to mention that the information women receive 
from service providers about contraceptive methods is a crucial factor for enabling clients 
to make an informed decision of whether to adopt or not to adopt a specific method 
(Dehlendorf et al 2010:292). Given the outcome of this study in relation to number of clients 
offered counseling about IUD, it is not surprising that there is limited usage of this 
contraceptive device. 
 
5.2.1.5 Study respondents` attitudes about IUD 
 
Attitudes refer to a process of categorisation of a stimulus along an evaluative dimension. 
The categorisation of the stimulus (something or someone) as favourable or unfavourable 
is based upon affective, behavioural and cognitive information (Taylor, Peplau and Sears 
2003:22). This tripartite aspect of an attitude is a recognition of the view that people have a 
choice of three ways of responding to a stimulus; cognitive, affective and behavioural. The 
affective component refers to the feelings or emotions people may have about the stimulus 
object, while behavioural responses are overt behaviours individuals may display toward 
the same. With regard to cognitive responses, these are in essence the knowledge and 
beliefs a person may have about the stimulus object, which, in this study is toward IUD and 
its usage. In relation to safety and efficiency, only 50% of family planning clients` 
respondents claimed that IUD is a safe and effective method. The remaining half of 
respondents was either neutral or did not agree with the view that IUD is a safe and 
effective method. A similar pattern or response was noted with the issue to do with cost 
effectiveness and efficiency of IUD. Half were of the opinion that IUD is a cost effective and 
efficient contraceptive method, the other half did not agree with this view. These findings 
indicate that only about half of the study respondents had positive attitudes toward IUD. 
This also suggests that some respondents were not in favour of the use of IUD, as they did 
not believe that it is a safe, effective and efficient contraceptive method. It is therefore not 
surprising note in the outcome of this study that less than 50% of respondents stressed that 
they would not recommend IUD to their relatives and friends. Whilst just about 20% of the 
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respondents out rightly stated that they will not recommend this device to relatives and 
friends, about 30% reported that they were not sure of whether they would recommend or 
not recommend IUD to other clients, including relatives and friends. The  aspect  of  these  
findings  that  indicate  that  about  50%  of  the respondents  were  in agreement that they 
would recommend IUD to their family and friends is consistent with that reported in Amy et 
al`s (2012:403). Added to this, the authors of this study offered a rationale or explanation 
for women`s willingness to use IUD. They claimed that women who are supported by their 
families, spouse and friends are generally more willing to use IUD relative to those without 
such support. Willingness to use a contraceptive method  is generally attributed to 
acceptability, which in turn can be influenced by information offered about the 
contraceptive method and support from relatives and friends. Acceptability of a 
contraceptive (IUD) is usually inferred from its uptake and continuation rates. Uptake 
and/or continuation rate are not always ideal indicators of acceptability. Questions such 
as would you recommend IUD to your family and/or friends  have  been  observed  as  a  
useful  and  simple  measure  of  acceptability  in communities (Crosignani 2008:197). 
 
 
 
5.3 SERVICE PROVIDERS’ AND SERVICE SET UP ASSESSMENT FINDING 
 
 
Examination  of  family  planning  service  providers’  qualifications,  training  and  years  of 
service shows that most of the family planning service providers interviewed were female 
nurses with a minimum of two years experience of working in service units. Frontiers in 
Reproductive Health (2008:2) claimed that training frontline professionals working at 
community level can improve access and uptake of family planning methods, including 
IUD. Even though most of the family planning service providers had in-service training on 
IUD insertion, a good number of them never had pre-service training on this device. 
Twenty n ine out of 35 service providers who took part in the study claimed that in-service 
trainings provided were adequate in that they help them to developed their knowledge and 
skills relating to IUD and contraception in general. There is at least one IUD trained 
provider in all health facilities and Speidel et al (2008:174) reiterated that adequate 
training can improve the efficiency of IUD service. Apart from training, supportive 
supervision does improve service provision. This is a forum where gaps are identified and 
the need to maintain quality provision is emphasised. Most respondents stated that they 
are offered supportive  supervision  once  every  three  months,  a  frequency  that  is  bel 
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ieved  to  be adequate by the researcher of this study and others (Speidel et al 2008:174) 
 
 
 
5.4 FAMILY PLANNING SERVICE PROVIDERS’ KNOWLEDGE 
ASSESSMENT 
 
 
Confidence and ability were critical features for IUD service provision and so respondents 
were asked relating to the same. It was evident from the outcome of the study that most 
responded that they feel comfortable and confidence in providing IUD service including 
insertion of the device. However, almost half of the clients who took part in the study 
claimed not to feel confidence in inserting IUD. Similar findings were also reported in 
Speidel et al`s (2008:178) study. The limited and/or lack of confidence reported by 
respondents of this study are most likely caused by lack of and / or limited knowledge of 
IUD, including its side effects and contraindications. 
 
Family planning service providers play a vital role in the availability, use of IUD and 
provision of service relating to this device. Examples of such service include counseling, 
insertion and removal of IUD. Family planning service providers also serve as gate keepers 
whose attitudes and actions may influence clients` uptake of IUD (Hubacher et al 
2009:3). It is therefore vital to examine knowledge, skill, attitude and motivations of 
providers in the provision of IUD services. Clearly, the result of this study shows that the 
knowledge, skills and confidence of health care providers who provide IUD service is not at 
the level that it could enable them to provide quality service. As we can see from the 
result many providers do not have sufficient knowledge, skill and training to provide IUD 
counseling, insertion and removal. A significant number of service providers are 
misinformed about who can and can’t use IUD safely and this outcome is similar to those 
reported in other studies (Gutin et al 2011:146). 
 
 
 
5.5 IUD SERVICE AND SERVICE SET UP ASSESSMENT 
 
 
Antenatal care is an important period for enhancing acceptability and uptake of IUD. 
Thus, offering counselling to clients during this period may help improve uptake of this 
contraceptive device. Best and Rivera (2002:285) agree with this assertion by stating that 
studies in other countries have shown that high acceptance of IUD is mainly a result of 
the counseling provided during antenatal care for pregnant women. Yet, almost all 
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respondents of this study 97% (69) reported that mothers are not offered counseling for 
IUD use during their antenatal visit to health facilities. In contrast all respondents reported 
that there was adequate and consistent supply of contraceptive commodity in almost all 
health facilities. Added to this, they also reported that there were adequate medical supplies 
and equipments to provide IUD service. Despite this, limited counselling service was 
offered to family planning clients. This reported outcome of this study contradicts the 
findings of many other studies. Hubacher et al (2009:3) asserted that out of stock of the 
needed equipment and supplies are commonly reported in many services and the 
unavailability of the needed materials generally leads to limited or no provision of IUD 
service. Unlike this study, there was an abundant supply of needed equipment and 
supplies. So, the limited provision of counseling is not to do with availability of needed 
equipments, it is more likely to do with limited and/or lack of skills and knowledge of IUD 
and how to counsel people relating to its use (Hubacher et al 2009:3). 
 
In Ethiopia, the services provided at the health care delivery system for all family health 
services, including IUD are free of charge. So, cost will not be a reason for its limited use. 
IUD is a long term method; it does not interfere with lactation and can be inserted at any 
time except between the 3 rd and 30th day after delivery to minimize the risk of infection, 
perforation and expulsion. It is one of the best choices of contraception for women in 
the post partum period (Frontiers in Reproductive Health 2008:2). Even though quality 
management of side effects and complications are believed to increase uptake in all health 
facilities, providers are not prepared and ready to manage the side effects and 
complications of IUD. This limited readiness and preparedness are attributable to limited 
skills and knowledge of IUD and its use. 
 
 
 
5.6 LIMITATIONS OF THE STUDY 
 
 
 
The  researcher  of  this  study  adhered  to  appropriate research  practices,  including  
ethical principles. Despite this, the study is expected to have some limitations particularly 
around the methodologies employed. The limitations noted were as follows: 
 
 
IUD services are also provided in private health facilities. They are not limited to public 
health facilities. The data for the study was collected only from respondents in public health 
facilities in Addis Ababa and as such, the results have limited power to be generalised to all 
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health facilities in Ethiopia that offer IUD services. 
 
 
Study populations were women of child bearing age who came to the health facility for their 
contraceptive  refill and  other  women  were  not included in  the study.  Also  their  male 
partners were not included in any area of the study. Many studies have indicated that 
spouses do influence contraceptive decision-making. So, the study would have benefitted 
in terms of quality of data if they were included in the study as respondents. 
 
 
The study adopted a restricted age group (20-41) as target population and the issues 
relating to contraception are private as well as sensitive and respondents have felt to 
discuss or reveal them as this was evident in the existence of non-response to some 
questions. 
 
 
The study adopted a cross sectional descriptive methodology. This means data collection 
was carried out at one point in time.  Adopting a longitudinal approach to data collection 
would have enhanced insight into this area of study, as it may have allowed for more 
persistent views of respondents to be revealed. Despite these limitations, the study 
generated some insight into IUD services. The knowledge gained resulted in the research 
to offer some recommendations, which are believed would help improve the provision of 
IUD services. 
 
 
 
5.7 RECOMMENDATIONS 
 
 
 
This section focuses on the provision of clear recommendations of issues which emerged 
from the findings and the research process. It is divided into two sections; general 
recommendations and recommendations for further study. 
 
 
5.7.1 General recommendations 
 
 
Training is a good starting point for the improvement of IUD services at health facilities and 
enhancement of the uptake of the device. Thus, it is assumed that providing significant 
information to family planning clients to about IUD, including how to use it, its benefits 
and side effects and management would enable them to gain understanding about the 
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device, which in turn may improve its acceptability and uptake. So, accurate information 
about the method need to be disseminated using mass media (Radio, Television, printed 
materials and community meetings). Such information should address common barriers to 
use and misconceptions. Added to this, the information should be tailored to address all 
types of family planning clients regardless of their level of education, occupation, parity and 
so on. It is noted in the study that there is an urgent need for family planning providers to 
be offered supervisory support as a way of continuing development of skills and knowledge 
of proving IUD services. 
 
 
In relation to service providers, training should be offered to them as well, and it should 
focus on equipping them with knowledge and skills on how to provide IUD services, which 
should include counseling, insertion and removal. IUD counseling should be given to 
pregnant women who attend antenatal services or clinics. To augment the impact of 
counseling, clients who have used IUD and are satisfied with it can be used to advocate 
for this contraceptive method. 
 
5.7.2 Recommendations for further study 
 
 
As the subject of IUD is still poorly explored in Ethiopia, further research is needed to 
explore its use, barriers, prevalence and how its uptake can be improved. A longitudinal 
study using a methodological approach may help to improve insight in to this subject area. 
This means employing quantitative and qualitative methodologies in a single study. Doing 
so may help enrich the knowledge base of IUD and its usage. 
 
 
5.8 CONCLUSION 
 
 
This chapter included a resume of the study findings including its limitations and 
recommendations for training, practice and research. In conclusion the study indicated that 
up take of intra uterine contraceptive device (IUD) is associated with level of education, 
where women with tertiary level of education (Diploma & Degree) use more of the device 
when compared to women with lower level of education and those who are illiterate. 
Government employees and merchants tend to use IUD more than women in other 
occupational groups. Women with four children and above and who had long fertility plans 
tend to frequently and regularly use IUD compared to those with smaller number of 
children; less than four. There was lack of knowledge on benefits, side effects and 
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complications of IUD among study respondents and these were to some extent associated 
with some misconceptions expressed during the study, such as “it travels through the 
body”. Health care providers lack the required knowledge on benefit, side effect and 
possible complications of IUD and they are also misinformed about for whom IUD will be 
provided. Most family planning providers did not get pre-service training and some 
explained that the in-service training provided is not adequate to equip them with the 
necessary knowledge and skill to counsel and provide effective and efficient IUD service. 
IUD counseling was hardly provided at antenatal care unit for pregnant women, in almost 
all health facilities where the research. Added to this, it was noted in this study that 
community awareness and knowledge on benefit and side effect of IUD was limited.
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Annexure 1. Questionnaire 
 
 
Section I: questionnaire for family planning clients 
 
 
 
PART I. Socio-demographic Information 
No Questions Responses Code 
1 Sex of respondent Female 
 
 
Male 
01 
 
 
02 
2 What is your age? 15- 20 years 
 
 
21- 30 years 
 
 
31-40 years 
 
 
41-49 years 
 
 
50 years and above 
01 
 
 
02 
 
 
03 
 
 
04 
 
 
05 
3 What is your marital status? 1. un married 
 
 
2. Married 
01 
 
 
02 
4 Family size. How many 1. Males? 
 
 
2. Females?….. 
 
 
3. Total…… 
 
  
52 
 
 
 
 
 
 
5. Do  you  have  children  born  to 
 
you? 
 
 
If yes -No of children  born to you 
Yes or No 
 
 
1. Male…….. 
 
 
2. Female…… 
 
 
3. Total……… 
Yes  01; no 02 
 
 
03 
 
 
04 
 
 
05 
6 What  is  your  highest  level of 
 
education? 
1. Elementary 
 
 
2. High school 
 
 
3. college Diploma 
 
 
4. college or university 
 
Degree or above 
01 
 
 
02 
 
 
03 
 
 
04 
 
 
05 
7. What is your Religion? 1. Orthodox Christian 
 
 
2. Muslim 
 
 
3. Catholic 
 
 
4. Protestant 
 
 
5. Other  specify 
01 
 
 
02 
 
 
03 
 
 
04 
 
 
05 
8. What is your main occupation? 1. Government 
 
employee 
 
 
2. House wife 
 
 
3. Daily laborer 
 
 
 
 
 
5. Merchant 
 
 
6. Other specify 
01 
 
 
02 
 
 
03 
 
 
04 
 
 
05 
 
 
06 
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II. Reproductive History 
9 Have you ever been pregnant? 1. Yes 
 
 
2. No 
01 
 
 
02 
10 If  yes  to  Question  No  9  how  many 
 
pregnancies have you had? Please 
enter  number of times 
1. 
 
 
2. 
 
 
3. 
01 
 
 
02 
 
 
03 
11 How many live births have you had? 
 
 
Please enter number of times 
1. 
 
 
2. 
 
 
3. 
01 
 
 
02 
 
 
03 
12 Have you ever experienced abortion? 1. yes 
 
 
2. No 
01 
 
 
02 
13 Have you experienced still birth? 1. yes 
 
 
2. No 
01 
 
 
02 
14 Have you ever experienced 
 
unintended pregnancy? 
1. yes 
 
 
2. NO 
 
 
3. No response 
01 
 
 
02 
 
 
03 
15 What was the cause for the 
 
unintended pregnancy? 
1. contraceptive 
 
failure 
 
 
2. missing 
contraceptives 
01 
 
 
02 
 
 
03 
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  3. not taking  
 
 
 
 
 
 
 
III Information on child desire and fertility plan 
16 Do you want any more children? 1. yes 
 
 
2. NO 
01 
 
 
02 
17 How many years do you want to wait 
 
before having the next 
pregnancy/child? 
1.2-3 years 
 
 
2.4-5 years 
 
 
3. 5-10 years 
01 
 
 
02 
 
 
03 
18 Do you want to limit your 
 
pregnancy/child birth? 
1.yes 
 
 
2.No 
01 
 
 
02 
IV Information on family planning  demand, choice and future plan 
19 What family planning method are you 
 
currently using? 
1. oral 
 
contraceptive pills 
 
 
2. Injectables 
 
 
3. Implanone 
 
 
4. 
Jadelle/synoplant 
 
5. IUCD 
 
 
6. permanet 
method 
 
7. condom 
 
 
8. any  other 
01 
 
 
02 
 
 
03 
 
 
04 
 
 
05 
 
 
06 
 
 
07 
 
 
08 
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  specify  
20 For how long have you been using the 
 
method? 
1. 1-5 years 
 
 
2. 6-10 years 
 
 
3. more than 10 
years 
01 
 
 
02 
 
 
03 
21 Do you have an intention to change 
 
the method? 
1. yes 
 
 
2. NO 
01 
 
 
02 
 
 
 
 
22 If yes to Question no 24 why?   
23 Which method do you intend to use in 
 
the future? 
1. pills 
 
 
2. Injectables 
 
 
3. implants 
 
 
4. IUCD 
 
 
5. permanent 
methods 
 
6. condom 
 
 
7. other specify 
01 
 
 
02 
 
 
03 
 
 
04 
 
 
05 
 
 
0 
24 Please provide rationale for your 
 
choice of the method 
  
V Knowledge assessment of intra uterine contraceptive device(IUCD) 
25 Have you ever heard of intra uterine 
 
contraceptive device (IUCD)? 
1. yes 01 
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  2. no 02 
26 From  where/whom  did  you  first  get 
 
information about it? 
Enter the responses 
 
 
1 
 
 
2 
 
 
 
01 
 
 
02 
27 What are the most important benefits 
 
of using IUD? 
1. safe to use 
 
 
2. cost effective 
 
 
3. most efficient 
 
 
4. Hormone free 
 
 
5. other specify 
01 
 
 
02 
 
 
03 
 
 
04 
 
 
05 
 
 
 
 
28 What side effects do you know about 
 
IUD? 
1.------------ 
 
 
2.----------- 
 
 
3.---------------- 
 
 
4.------------ 
01 
 
 
02 
 
 
03 
 
 
04 
29 What  complications  do  you  know 
 
about IUD? 
1.----------------- 
 
 
2.------------------- 
 
 
3.-------------- 
01 
 
 
02 
 
 
03 
30 What side effects of IUD are known 
 
in your community? 
1.---------------- 
 
 
2.------------------ 
 
 
3.---------------- 
01 
 
 
02 
 
 
03 
31 What  benefit  of  IUD  are  known  in 1.------------------ 01 
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 your community? 2.------------------------ 
 
 
3.----------------------------- 
02 
 
 
03 
32 What type of method have you been 
 
told  or  counselled  about  at  family 
planning unit? 
1. pills 
 
 
2 injectables 
 
 
3. implants 
 
 
4. IUCD 
01 
 
 
02 
 
 
03 
 
 
04 
VI Attitude towards intrauterine contraceptive device(IUCD) 
33 Long  acting  and  reversible  family 
 
planning are more safe and effective 
than short acting F/P methods 
1. Agree 
 
 
2. Dis agree 
 
 
3. Neutral 
01 
 
 
02 
 
 
03 
34 Intra uterine contraceptive device is 
 
safe,  cost  effective and  efficient 
method 
1. agree 
 
 
2. dis agree 
 
 
3. Neutral 
01 
 
 
02 
 
 
03 
35 Would you recommend IUD to other 
 
friends or family members who are 
planning to take family planning 
1. yes 
 
 
 
 
 
2. NO 
 
 
3. neutral 
01 
 
 
02 
 
 
03 
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Annexure 2. Questionnaire for family planning service providers and IUD service 
 
 
 
 
 
No Questions Response Code 
1 Family planning service providers 
 
sex 
 01 
 
 
02 
 Male 
 
 Female 
 
2 profession 1. Nurses 
 
 
2. Mid wife 
 
 
3.Medical doctor 
 
 
4.Other specify 
01 
 
 
02 
 
 
03 
 
 
04 
2 service providers` years of service 
 
in the family planning unit 
1.  one year 
 
 
2. two years 
 
 
3. More than three years 
01 
 
 
02 
 
 
03 
II. Family planning service providers trainings 
3 Have you had pre service training 
 
in IUCD service 
1.yes 
 
 
2.NO 
01 
 
 
02 
4 Have you taken in service training 
 
to provide IUD 
1.yes 
 
 
2.No 
01 
 
 
02 
5 Do you think the in service training 
 
provided  is  adequate  to  provide 
 
IUD 
1.yes 
 
 
2. Not adequate 
01 
 
 
02 
6 How many IUD trained providers 1.only one 01 
  
59 
 
 
 are available in your unit 2.Two 
 
 
3.More than two 
 
 
4.None 
02 
 
 
03 
 
 
04 
7 On average for how many clients 
 
do you provide IUD per month? 
1. not for more than 2 
 
 
2. For up to 5 
 
 
3.some time none 
 
 
.4.more than 5 
01 
 
 
02 
 
 
03 
 
 
04 
8 How frequent do you get 
 
supervisory support on F/P 
 
programme particularly IUD 
1. Monthly 
 
 
2.Every 3 months 
 
 
3. Every six months 
 
 
4. once per year 
 
 
5.No supervisory 
support 
01 
 
 
02 
 
 
03 
 
 
04 
 
 
05 
III. Family planning service providers knowledge assessment 
9 Do you feel comfortable providing 
 
IUCD service 
1.yes 
 
 
2. No 
01 
 
 
02 
10 For  what  kind  of  clients  do  you 
 
recommend IUD ( mention at least 
four) 
1. 
 
 
2. 
 
11 Can you mention four advantages 
 
of IUD 
1 
 
 
2 
 
12 Can you mention at least four side 
 
effects of IUD 
1.  
  
60 
 
 
  2.  
13 Can  you  mention  at  least  four 
 
contraindications of IUD 
1.  
IV. IUCD service  and service set up assessment 
14 Do you provide IUCD counselling 
 
during ante natal care(ANC) visit 
1.Yes 
 
 
2.NO 
01 
 
 
02 
15. Do you have adequate and 
 
consistent supply of contraceptive 
commodities in your facilities 
1.Yes, there is adequate 
 
and non interrupted 
commodity supply 
 
2.No,  there  is  shortage 
in contraceptive comm 
01 
 
 
 
 
 
02 
16 Do  you  have  adequate  medical 
 
supplies and equipment for IUCD 
 
service in your facility 
1.yes 
 
 
2.No 
01 
 
 
02 
17 Do you have adequate and private 
 
room to provide IUCD service 
1.yes 
 
 
2.No 
01 
 
 
02 
18 Do  you  have  training  and 
readiness to handle complications 
if it happened while providing the 
service 
1. yes 
 
 
2. No 
01 
 
 
02 
19 Are  there  health  facilities  which 
 
refer clients for IUCD service 
under your structure 
1. yes 
 
 
2.No 
01 
 
 
02 
20 Do you have specific higher 
 
institutions/Hospital to refer clients 
 01 
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 when  IUCD  related  complication 
occurs 
1.yes 
 
 
2.No 
 
 
 
02 
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Annexure 3.  Family planning clients consent 
 
 
Consent Form 
 
 
My name is ……………, I am a member of a research team interviewing women of 
reproductive age group who are users of IUD.  The purpose of the interview is to assess 
determinant factors that may influence IUD use. 
 
You will be asked some questions, and I would appreciate if you could respond to them. All 
the information that you will provide will be kept in confidence. 
 
You are not obliged to answer any question that you do not want to answer and you may 
end the interview at any time. However, your honest answers to these questions will help 
us in identifying factors influencing use of IUD. Identifying these factors would help to 
improve family planning services, particularly IUD. 
 
Your help in partaking at the interview will not take more than 30 minutes 
 
 
1:- Are you willing to participate in responding to the questions in this questionnaire? 
 
 
------Yes --------No_                           
 
 
Date of interview   
 
 
2:- please tick the appropriate choice 
 
 
3:-Study area: sub city……..………… Woreda………………Health facility……….......... 
Respondent No… 
Name and Signature of respondent................... 
 
 
 
 
 
Name and Signature of the data collector who sought the consent.................  …… 
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Annexure 4. Consent for family planning service providers 
 
 
 
 
 
Consent Form 
 
 
My name is ……………, I am a member of a research team interviewing family planning 
service providers.  The purpose of the interview is to assess determinant factors that may 
influence IUD use. 
 
I will be asking you some questions, and I would appreciate if you could respond to them. 
All the information that you will provide will be kept in confidence. 
 
You are not obliged to answer any question that you do not want to answer and you may 
end the interview at any time. However, your honest answers to these questions will help 
us in identifying factors influencing use of IUD. Identifying these factors would help to 
improve family planning services, particularly IUD. 
 
 
 
 
Your help in partaking at the interview will not take more than 30 minutes 
 
 
1:- Are you willing to participate in responding to the questions in this questionnaire? 
 
 
------Yes --------No 
 
 
 
 
 
Date of interview   
 
 
2:- please tick the appropriate choice 
 
 
3:-Study area: sub city……..………… Woreda……Health facility……… 
Respondent No… 
Name and Signature of respondent................... 
 
 
 
 
 
Name and Signature of the data collector who sought the consent.................  …… 
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